Abstract Patient navigation emerged as a strategy to reduce cancer disparities among low-income and minority patients and has demonstrated efficacy in improving clinical outcomes. Observational studies have contributed valuable evaluations of navigation processes and tasks; however, few have offered in-depth reflections about the relationship between patient and navigator from the navigators' perspective. These approaches have addressed the emotional and relational components of patient navigation through the lens of process factors, relegating the navigator-patient relationship to a siloed, compartmentalized functionality. To expand upon existing task-oriented definitions of navigation, we conducted qualitative interviews among community-based patient navigators who coordinated care for uninsured, predominantly Hispanic, women receiving cancer screening and follow-up care in a county outside Chicago. Interviews were recorded, transcribed, and analyzed for themes within the navigatorpatient relationship domain. The main themes that emerged centered on relational roles, relational boundaries, and ideal navigator relational qualities. While patient navigators described engaging with patients in a manner similar to a friend, they stressed the importance of maintaining professional boundaries. Navigators' support assisted patients in bridging their hospital and community lives, a result of navigators' investment in both hemispheres. We conclude that the navigator-patient relationship is not a self-contained utility, but rather the medium through which all other navigator functions are enabled. These insights further characterize the navigator-patient relationship, which will help shape the development of future navigation programs and support the need for further research on the impact of relationship factors on clinical and psychosocial outcome measures.
Introduction
The central aim of cancer-focused patient navigation programs has been to help underserved patients to overcome welldocumented personal and system barriers to health care in an effort to reduce cancer health disparities [1, 2] . Comprehensive literature reviews have demonstrated the efficacy of navigators in improving rates and timeliness of adherence to cancer screening and follow-up [3, 4] . Realizing the importance of understanding the roles of navigators, researchers have made efforts to delineate navigation tasks and processes as well as their impact on patient health and well-being [2] [3] [4] [5] [6] [7] . These studies define the role of a patient navigator in terms of concrete "to do's"; however, they do not dissect the nature of navigators' relational support, which broadly has shown to improve patients' psychosocial well-being and adherence to treatment [8, 9] . Therefore, current definitions of patient navigation would benefit from conceptualizing how relational support fits into the navigator-patient model.
While the definition of patient navigation continuously evolves, all definitions have focused on functionality and organizational interconnectedness from a workforce perspective. Past studies have categorized the work functions of navigators as either service focused or barrier focused [2] , deconstructed navigation as a set of tasks and networks [6] , described how the navigator-patient relationship is a factor impacting cancer care outcomes [5] , or discovered navigator actions were split between directly engaging patients and enhancing health system performance [10] . In all cases, the emphasis remained on what navigators do and rarely on the relationships that they build with patients. Studies that do mention relationships do so only in the context of process factors (Jean-Pierre) or describe relational support as one of several navigation tasks [7] . Such compartmentalization binds relational support to a singular objective, without fully exploring dimensions of the navigator-patient relationship.
To expand upon the current definitions of patient navigation, we thus sought to examine the navigator-patient relationship beyond the lens of functional roles and tasks. The primary objective of this study is to qualitatively describe the navigator-patient relationship from the perspective of community-based patient navigators who assisted uninsured women through the cancer care continuum.
Methods
This study was conducted as part of a larger 5-year community-based participatory research study, the DuPage Patient Navigation Collaborative (DPNC), for uninsured suburban women with a positive screening test for breast or cervical cancer. The DPNC was a partnership between Northwestern University and Access DuPage, a non-profit organization that facilitates primary and specialty care services for over 14,000 residents of DuPage County, a county west of Chicago. Following completion of the navigation study, qualitative interviews were conducted to evaluate the relational support of patient navigators.
Study Sample
Study participants comprised six community-based patient navigators; rather than being based in a specific health facility or clinic, navigators were integrated across various community organizations and health care settings to coordinate care. Two of the navigators had bachelor's or master's in social work degrees, two held master's degrees in public health, another was a college graduate, and one had a high school degree. All navigators were fluent in English; of the six navigators, two were additionally bilingual in Spanish and one in Arabic. The Spanish-speaking patient caseload was divided between the two Spanish-speaking navigators, and the English-speaking patient caseload was divided among all the remaining patient navigators. The professional, cultural, and ethnic diversity of our navigators facilitated cultural and linguistic matching between navigator and patient, promoting deeper connections based upon a sense of community. Each of the navigators also had experience working with underserved populations at locations including free clinics, health departments (both DuPage County and adjacent Kane County), the Illinois Breast and Cervical Cancer Program, DuPage Community Clinic, and Access DuPage. Therefore, the navigators were already connected with the community they served. Nonetheless, the six navigators were responsible for serving patients across DuPage from a wide range of backgrounds; therefore, navigators were expected to create connections with patients even when intrinsic ones were scarce. Each navigator participated in the DPNC for at least 1.5 years, each enrolling an average of 90 patients.
Interviews
A trained research assistant conducted one-on-one qualitative interviews with patient navigators between January 2013 and February 2013, 1 year after the last participant was enrolled into the patient navigation study. Verbal informed consent was obtained, and each interview lasted approximately 1 h. The semi-structured interview guide addressed seven domains: navigation model, barriers and actions, navigation intensity, navigator-patient relationship, navigation effectiveness, and program implementation. The questions were guided by literature on navigational roles [4, 7] , process evaluation [5] , and theoretical models underpinning care coordination [11, 12] , in addition to general observations of navigators, community partners, and the research team. Using stakeholder interviews, focus groups with patients and providers, and site visits, Wagner provided evidence for the Institute of Medicine (IOM) model, which proposed seven aims to improve health care services including patient centeredness and coordination [11] . Our guide was designed to evaluate factors influencing the navigator-patient relationship from a programmatic level (example, What elements of the program worked well?) to those at the individual level (example, How would you describe your relationship with your patients?). The interviews were transcribed verbatim for data analysis. The study was approved by the Northwestern University Institutional Review Board.
Data Analysis
A codebook containing key themes and subthemes was generated after reviewing the transcribed interviews. The codebook was developed on the basis of the key themes identified in the initial reading of the interviews, the domains organizing the interview guide, and the central research question. After creation of the codebook, the data were categorized according to these key themes. The analyst read the interviews a second time and further categorized quotations into subthemes. This theme and subtheme categorization was then verified by two additional reviewers. The results were then reviewed with the patient navigator team, and discussion regarding these results further added insight to the data analysis.
Results

Relational Roles
Patient navigators described how trust and personal connection were established through their relationships with their patients. Table 1 displays the types of relational roles navigators identified: a friend, motivator, and supporter distinct from friend or family. The mixture of these relational roles highlights how navigators serve as a bridge for the patient between their life at home and life as a patient.
Depending on the personalities of both the patient and the navigator, the mixture of these three relational roles varied:
I think it just varied on the person's personality because for some women, they really needed somebody to be their emotional support. And for some women, they were able to talk to you about things that they couldn't even talk to their own daughter or their own sister or their mother just whether it was culturally or age or it all depended on the person. And for some individuals, they were very reserved; they wanted nothing to have more than just to, 'Okay, you give me this information. Thank you, that's enough.' This need to customize the relationship according to the patients' desires requires flexibility. As another navigator said, "You also become like their everything." This sense of becoming the patient's "everything" resulted from the wide range of interactions shared. On a professional level, the navigator helped patients to communicate with the provider's office, provide information on their diagnosis and on cancer more generally, accompany the patients to doctor's appointments, and help patients to utilize all the resources available for their disease. On a personal level, navigators offered a listening ear to the patients' struggles and burdens that contributed to the manifestation of a filial-like relationship at times.
Navigators viewed their tangible functions and interventions as "flotation devices" for the patient; these life preservers functioned solely due to the inherent buoyancy of the water, synonymous with the navigator-patient relationship. Regardless of whether the relationship required the navigator to act like a friend, motivator, supporter, or mixture of the three, this human connection dissolved patient fears and facilitated medical follow-through built upon trust. For example, one navigator described, "I would attend support groups with them sometimes; it was hard going to like a session teaching you how to put makeup on when you're done with chemo or whatever. So I would go with them to those things and [be] just a motivational friend, navigator, all of the above." This navigator's ability to be a motivator, a friend, and a navigator drove the successful attendance of the patient at the support group. The navigator-patient relationship also facilitated utilization of navigator services: "I feel like, in general, I had a great relationship and great rapport with them. And it helped them to actually take advantage of the patient navigation services." Reflecting upon interactions with cancer patients in particular, another navigator commented, "They [cancer patients] miss more the interactions than the help." The relational attachment is highlighted as the most meaningful part of patient navigation, undergirding the utility of the entire program. While this particular quote refers to patients diagnosed with cancer, the importance of the relationship was expressed in the context of all patients navigated. However, cancer patients worked alongside navigators over a longer period of time and through more traumatic life events than non-cancer patients, likely contributing to the added emphasis navigators placed on the strength and importance of those relationships.
Relational Boundaries
The navigators' concern over how friendship should or should not fit into the navigator-patient relationship was also manifested in the discussion of professional boundaries, which proved difficult for navigators to define and maintain. Table 2 illustrates how many navigators found the line demarcating the professional boundaries challenging to discern and frequently tested.
Finding the line between professional and personal boundaries was easier for navigators with a social work educational background than for other lay navigators without this educational background. The two social work navigators shared that their training provided them more experience in establishing proper client boundaries. For example, one commented, "I am a trained social worker and so…I've been trained in professional boundaries and not necessarily have my co-workers had that same training, and so we definitely had different ideas about what was appropriate and not appropriate about our relationships with our clients." Likewise, the other social worker navigator said, "What I brought and what another navigator who had a little bit of social work background brought to the team was some of our code of ethics and some of our own understanding of our professional boundaries." Their social work training instilled confidence-they knew how to maintain professional boundaries. In comparison, the lay navigators described working hard at calibrating their professional standards. As excerpted from Table 2 , one lay navigator described her process of figuring out professional boundaries: "In the beginning, you know, it was hard to define that line between, you know, being a navigator and being, you know, just a friend." She explained to the client that she could not "hang out" outside of work hours and exemplified conflict regarding whether she should be friends with her patient: "I know we developed a good friendship, and I feel bad because it's like you are their friend, but you really are not." In this case, the patient navigator acted as though she was a friend of the patient, she even developed "a good friendship," but ultimately, she refused to call herself a friend. While she genuinely cared about her patient and the human connection, she alluded to the necessity of maintaining professional boundaries for the integrity of the job.
While the process of defining boundaries was difficult in varying degrees dependent on the background of the navigators, core components comprising proper navigator Friend "They start relying on you and opening up to you and trust you for all aspects of their life." "Some people don't have a family member who can be with them for those appointments. So I got to sit with them before seeing the doctor, and then we got to know each other more. So I think the relationship [with cancer patients as opposed to non-cancer patients] got a little bit more personal, and we talk about their illness, their families, their struggles, and so that got us closer. That was closer. And, up until now, they still call me." "We're constantly getting feedback from clients that say how grateful they are and how much they trust us, and they'll tell me information about their lives that has nothing to do with the breast and cervical…that's highly sensitive because we've established that trust." "I think the majority of them are very trusting of me. They're willing to show me their bank statements; they're willing to talk to me about their finances. They're willing to talk to me about their love lives. I mean they really open up." "They open up to me about everything and anything, and I really feel that they think that I'm going to carry this information and keep it inside, which is true because it's confidentiality." "…the patient not wanting to do any treatment or take any steps without consulting with me first, they wanted my opinion. They felt like I was part of their circle of trust. I had gotten them that far; they wanted me at all the appointments. They would call me for non-medical things." "They would call me when like something would go down in their family or immediately when they would get a result from the doctor or something they didn't understand, they would call me. A patient would call me when she had an argument with her mom and she wasn't understanding the treatment. She would call me and just tell me, and she sort of gave me some background on her and her mom's relationship. So just extra things like that, of just sharing things that didn't necessarily have anything to do with cancer navigation. It just made me realize that they were building a rapport and having a trust…having trust in me because they felt comfortable sharing certain things about their lives." "Most women…were very comfortable with seeing you as a friend while you were there." "I think sometimes, even for navigators, I think it was a little bit like letting their kids go. Are you going to be okay?
You're going to be okay." "It's like the child you have going away to college. You build a really nice relationship."
Motivator "I was their cheerleader; I was their encourager." "I like to really just instill confidence in them and make them feel like you can do this." "Most of my patients were okay but some of them have cancer, and I was there to say, 'You know what? You're not alone. This is not a death sentence.
[…] Yes, before in the countryside in Mexico, maybe it was the case, but not anymore. We can do it. You can get your treatment. You can do what the doctor tells you to do, and you will be okay.'" "It empowered them emotionally and let them know that this isn't the end of the world." "I was linking them to resources, not just linking them but really trying to encourage them to take action on those referrals." "I think some of our clients might have been tempted to blow off an appointment because of fear or whatever, but because they knew we were going to be there waiting for them and that we were going to be on top of them and that we were going to be holding them accountable and that they weren't going to be alone, I think it increased the follow-through, of them being at that next appointment whatever that appointment was." Supporter distinct from friend/family "Well we had to build the trust, but I think the biggest factor was that we were an outsider, we weren't family, we weren't the doctor. We were this random person that they just met." "…or they didn't want to tell their family. That happened a lot. Where they didn't want to tell their partner, or they didn't want to tell their kids. They didn't want people to get worried, but they wanted someone they could talk to about it and so we would become their social support temporarily until they got through it." "For some women, they were able to talk to you about things that they couldn't even talk to their own daughter or their own sister or their mother, just whether it was culturally or age or it all depended on the person." "I care about you but I'm not your friend; I'm just your navigator." boundaries emerged. In order to maintain relationship boundaries, the patient navigator needed to say no, discern how to act professionally in response to patient disclosure of personal information, and restrain accessibility to patients. Navigators repeatedly shared how they received invitations to weddings, meals, and even movies, to which they learned to say no. Many patients also wanted to share personal stories with navigators, at times in ways that were "outside the scope of the job." Acting professionally in response to intimate dialogue was a "work in progress." Lastly, navigators developed expertise in protecting their own privacy through judging when to share personal information and cell phone numbers.
Relational Characteristics
In reflecting upon characteristics that enhance the navigatorpatient relationship, the navigators emphasized the importance of personal characteristics above skill and knowledge. Table 3 presents the core navigator relational qualities that facilitate the formation of the navigator-patient relationship. Notably, humanistic qualities such as communicating understanding and empathy were emphasized, whereas other more taskoriented qualities like determination and initiative did not emerge as themes.
Four subthemes emerged as characteristics necessary for patient navigators to perform their role: the ability to be Table 2 Sample quotes regarding how professional boundaries were defined and tested
Subtheme
Examples of subtheme Defining boundaries "It was hard sometimes with that line because they wanted to be friends, especially having the same ethnic background as some of the patients…at some point, they wanted to be Facebook friends. And that's kind of a like a fine line because we don't want to cross that line when I'm trying to keep it on a working level, but then also, you don't want that person to feel like it's all business, and then I'm just helping you for a paycheck type feel." "I cared about each one of them, and I cared about their well-being, and I was able to draw the line between friendship and navigation. You share a little bit of personal details of your life with them. Not too much but just enough to make them feel that you care and you're human too and you have problems too, and so I think my relationship with them was, it was healthy. In the beginning, it was a little bit unhealthy because like I said they would just cross the line, and they would call me all the time and leave me message after hours on the work voicemail, and I would get worried about these patients. But I learned slowly how to change those habits and yeah I mean just a translator, emotional support, hand holder, whatever." "And would I love to be best friends with some of those clients? You bet I would love it. But I can't." "We're recognizing that we're people and we're just trying to do your best because you're really working with individuals, and you're working with really personal issues that as much as you don't want to, you end up talking about very personal things, and it's human nature, you…patients can't help but be drawn to that and knowing that and respecting that but also reminding ourselves as professionals but we're still for these reasons. So it was a work in progress." "In the beginning, it was hard to define that line between being a navigator and being just a friend because you almost, it's hard to be not a friend. I mean it's hard not to be sympathetic with them, and I'm not saying you can't be sympathetic as a navigator but you really need to be able to distinguish that line between, 'Okay, I'm your navigator,' 'Okay, don't overstep your boundaries,' because some people will. So I found myself, I've been able to be a little stronger about that, and I get involved but I try not to be too emotionally involved…We're in it also because we care about these people, but I did notice that I got better about, you know, saying no to certain things that I felt were overstepping the boundaries."
Boundaries often tested
"There is a lot of emotional intimacy involved, and they…our patients call us their friends, and they invite us to their weddings, and they invite us over for lunch, and they want to express their gratitude to us, and they want us to come visit them after we've stopped navigating them, and they're constantly making requests of us that would probably be considered inappropriate" "It's just more so on being friendly and being sweet because, 'I care about you but I'm not your friend, I'm just your navigator.' But it's hard to separate the two because some of them don't have anybody in their lives. So yeah, we have had plenty of patients try to talk to us about their sex life or talk to us about things that again are outside the scope of the job." "Sometimes, patients would call my cell phone after hours; I was out and about, and they needed to get a hold of me. At first, I had a hard time putting my foot down, but then moving forward, I would say, 'This is only for emergencies; this is my personal cell phone. If you need to get a hold of me, please call the office.'" "Patients will invite us to their weddings, to their parties. And I mean if you want to go, that's really your prerogative." "The patient, sometimes, they want to give you things, and you can't accept. They want to take you out for dinner. They're so appreciative of what you're doing. They want you to come and meet their family. I mean, there were all types of situations that I had to say no to, and then I felt bad. And you could tell that they kind of got mildly offended, but you have to sort of recognize, uh, when those personal boundaries are approaching and going to get crossed and sort of do what you can to minimize them." "Like I have a patient that always calls me. 'Let's go see a movie; let's go do this.' I mean I told her enough times, 'I'm so sorry, like I can't do that,' or, 'I'm busy,' or whatever." But I've never been able to say to her straight up like, (a) 'I don't want to be friends with you. I'm not trying to be mean, but I'm not going to be friends with you outside of work,' and (b) 'It's just unprofessional, you know?' So she keeps calling me to hang out with me, and I feel so bad. And so finally, she called me a couple weeks ago, and I was like 'Hey listen, like I'm so sorry, but as long as I'm at this job, it's just unprofessional for me to hang out with you outside of work.' I know we developed a good friendship, and I feel bad because it's like you are their friend but you really are not."
understanding, to care, to be personable, and to show respect/ cultural sensitivity. Each of these qualities required the navigator to selflessly imagine herself in the place of the patient and thereby gain an understanding of the patient's unique situation. The navigators used words like "empathy," "good listener," and "warmth" to communicate the need for navigators to connect with their patients on a personal, humanistic level.
Discussion
In navigators' description of the navigator-patient relationship, themes regarding relational roles, relational qualities that facilitated patient trust and compliance, and relational boundaries emerged. These themes arose in response to myriad interview questions-many of which did not pertain directly to relationships; the widespread consistency of these themes suggests that the navigator-patient relationship is the medium through which navigator tasks are completed, rather than a self-contained function. This insight enables us to reposition the definition of patient navigation in the context of human connection: patient navigation consists of a relationship between patient and navigator through which logistic care coordination and emotional support are provided, at times in ways that challenge professional boundaries. To date, patient navigation literature lacked adequate information regarding the nature of the navigator-patient relationship and potential benefits it may provide. Some studies have framed relational support as a distinct navigation function rather than an essential permeating feature [2] [3] [4] [5] [6] [7] . Dohan and Schrag's meta-analysis describes the work functions of navigators as either service focused or barrier focused [2] . Meanwhile, Parker deconstructs navigation as a set of tasks and networks [6] . While this analysis highlights the role of navigators in social networks, the emphasis remains on what navigators do through this network and not on the relationships they build with patients. Similar to our study, Jean-Pierre et al. conducted qualitative interviews with patient navigators and identified four main factors impacting cancer care outcomes: patients, navigators, navigation processes, and external factors. Although the navigator-patient relationship was identified as a navigation process factor, a more integrative examination of this "factor" was not explored [5] . One study examining paired interviews of patients and navigators developed three key areas of patient need: emotional support, informational support, and accompaniment [7] . While emotional support is noted, this study again portrays the navigatorpatient relationship as a siloed functionality alongside the others. These studies excel in demonstrating the importance of the navigator-patient relationship, yet lack a descriptive, non-process-oriented analysis of qualitative perspectives from navigators. By contrast, our paper describes how navigators incorporate relational themes throughout their reflections of their work, and these relational themes help in essence to drive the positive results of their work.
In our study, a recurrent theme was how the navigatorpatient relationship provided psychosocial support. The patient navigators helped patients to bridge the divide between their home and medical care lives by providing motivational support throughout their clinical care, decreasing stress related to logistics of care coordination, and providing a listening ear separate from friends, family, or medical providers. Cancer patients have often reported that their "psychosocial health needs" are not comprehensively met [8] , which may explain the prominence of this theme-particularly among our navigators' clients. Their clients were uninsured, mostly minority, and immigrant groups who have demonstrated greater psychosocial strains [13] and a scarcity of culturally matched providers [14] than patients with fewer access and language barriers-and thus potentially more inclined to rely on navigators to fill this gap in support system. The physical health of the patient is likely also impacted by the relational development given copious evidence pointing to strong correlations between psychosocial health, physical functioning, and adherence to medical treatment [8, 9, 15, 16] .
The navigators also expressed concern that their relationships with patients maintain proper personal-professional boundaries. Yosha et al. described patient navigators' deep investment in individual patient relationships and their inner conflict with promoting patient decisions that deviated from medical advice [7] . Similarly, our navigators struggled with demarcating lines between friend and medical advocate, as evidenced by the intimate conversations they shared with patients and the familial warmth they expressed toward their patients. Navigators were uncomfortable self-identifying as a friend of their patients, yet their actions reflected common elements of friendship: engaging in non-medical conversations, thinking of the patients as their kids, and acting as an emotional support. Navigators struggled to define and uphold boundaries that lay at the edge of their mixed roles as friend, motivator, and supporter distinct from friend or family. These roles themselves were often not separated by a boundary, as navigators were expected to encourage and motivate with the voice of a friend who possessed knowledge and authority distinct from patients' existing friends and family. Perhaps navigators' struggles with maintaining professional boundaries could be explained in part by the cultural similarity of navigators with patients, which increased patients' comfort in sharing too much of their lives. While our cultural matching of navigators with patients promoted trust and facilitated the success of the program, it simultaneously provoked unexpected challenges along these professional boundary lines. Navigation programs attempting cultural matching with similar populations should be alerted to this potential challenge.
Additionally, while professional backgrounds of patient navigators have not shown to impact patients' trust in navigators [17] , we found that social work navigators were more experienced than the lay work navigators in determining proper boundaries with their clients. These findings suggest that lessons on maintaining professional boundaries should be incorporated into the training of patient navigators.
This study has several limitations. Our analysis was limited to the perspective of the patient navigators, and we acknowledge that incorporating patient perspectives may have established more consistency in findings. Recall bias is also a concern, as navigators were interviewed at the conclusion of the navigation program. Our small sample size of six navigators is another limitation. Our results may not be generalizable to other navigation programs; differences may exist across other gender navigator-patient pairs or geographic regions. All of our navigators and patients were female. Also, specific to this study, our navigators were based in a singular community organization of the second largest county in Illinois that organized charity care for uninsured county residents, but these navigators moved fluidly throughout the county and intersected with a wide range of health care centers, human service, and community organizations. As in many currently published studies, they were not, in essence, alleged to a particular health care clinic or hospital. Other navigation programs across both hospital and community settings are needed to explore the navigator-patient relationship among a larger and more diverse collection of navigators.
In spite of these limitations, our study is the first to offer navigator perspectives on the navigator-patient relationship that extend beyond descriptions of tasks and processes, which further inform the framework and definition of patient navigators. Based on our interviews with patient navigators, a more compelling definition of patient navigation would present the services provided, barriers overcome, tasks accomplished, and networks wrought by navigators within the framework of the navigator-patient relationship. These findings may help to bring added focus to relational qualities during navigator hiring and training, to provide insights into the ongoing debate regarding the role of navigators, and to illuminate the challenges navigators face professionally. Given our navigators' emphasis on social support, future research should consider exploring the impact of this particular relationship on patient psychological health, adherence to treatment, and clinical outcomes. We anticipate that the longitudinal nature of this relational support, the so-called hug a navigator confers to the patient, along with the communitybased rather than health facility-based grounding will prove important to the development of these relational dimensions.
